Introduction
THE pioneering work of Guttmann, Holdsworth, Bedbrook and others elucidated the pathology of traumatic paraplegia and placed its management on a scientific footing. In particular, Guttmann set the standards with which the results of the treatment of the spinal injured all over the world are compared. Unlike the developed countries, the management of para plegics in the developing countries is yet to receive the emphasis it deserves, mainly because of manpower and financial restraints, with the result that the prognosis in these patients is very poor at the present time. Since the number of paraplegics in some of these countries is on the in crease if only because of an increasing incidence of road traffic accidents, efforts at taking care of them should be intensified. Reports indicate that such efforts are being made in some of the countries such as India (Masalawala, 1975; Chahal, 1975) but information about efforts in Africa is scanty.
This paper is a review of 48 patients with traumatic paraplegia, with a brief note on nine patients who had traumatic tetraplegia. They were treated at the Ahmadu Bello University Teaching Hospital, Zaria during the period June 1973 to June 1982. Its objectives are to highlight the problems of management contributing to poor results, and to make a case for the establishment of a Centre for Injuries of the Spine (CIS) in Zaria. 
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Analysis of the patients
Sixty seven patients, 60 males and 7 women, with traumatic tetraplegia and paraplegia were seen in the Casualty Department in the period under review. This figure does not include patients seen in 1980 whose records were not available, and those not admitted because of lack of beds or facilities. Fifty seven patients are the subject of this review. The records were incomplete for two paraplegic patients. Of the 48 paraplegic patients, 42 were males and 6 were females. The age range was IS to 60 years with a mean age of 25 years (Table I ). The neurological deficit was complete in 42 patients (88 per cent) and incomplete in 6 (12 per cent). The major causes of injury were road traffic accidents, collapsing mud walls and falls from trees (Table II) . The interval between injury and attendance at Casualty ranged from 2 hours to 3 months. The patients were brought by buses, taxis and other vehicles. There was no form of splintage during transportation.
Most of the patients (94 per cent) were managed conservatively. In this respect there were two treatment periods-before 1981 and after 1981. In the first period, treatment consisted of nursing on a 'hard' bed, by which was meant that a wooden board was placed under the bed springs. Postural reduction was not attempted. An urethral catheter was inserted on admission and left in situ and bladder training was not practised. Skin care was limited to the pressure areas; routine turning of patients was not carried out.
The complications of bed sores, urinary tract infection and chest in fection were treated as they arose. Physiotherapeutic and other re habilitative measures were carried out but not systematically. In the second period during which 15 patients were treated for periods of not less than 4 months, postural reduction of fractures was attempted in all of the patients, using rolled pillows placed across a hard bed at the level of the fracture. Although proper bladder management could not be instituted because of lack of facilities, turning of the patients was carried out as routinely as staffing limitations permitted. Active efforts were made to prevent the common complications of management. Efforts at rehabilita tion of the patients were made. In particular, they were taught to use a wheelchair.
Three patients with partial lesions and progressing neurological deficit underwent laminectomy.
Most of the patients were discharged home to their relatives but a number took their own discharge against medical advice.
Results
The hospital mortality of the 48 patients was 25 per cent and occurred within 10 weeks of admission to hospital in the period to June 1981. All the six patients with partial lesions made some neurological recovery three fully, including one patient who underwent laminectomy, and three partially, including two other patients who had a laminectomy. Attempted postural reduction could not be monitored effectively because of lack of adequate facilities.
Of the common complications, only bed sores and urinary tract in fection were consistently recorded. Thirty patients (62 per cent) had the former and all of the patients (100 per cent) had the latter complication. Some of the bed sores were extensive and deep and generally responded badly to treatment. Ten of the 12 patients who died had bed sores at the time of death. In the second treatment period, 2 of the 15 patients had superficial bed sores which responded well to treatment. Urinary tract infection was as common as in the first period but neither chest infection nor joint contractures were encountered. The upper limb and upper trunk muscles were reasonably well rehabilitated.
There was virtually no follow up in the first period. It remained poor in the second.
Discussion
Most of the patients were men in the age group 20-35 years. This agrees with most published series. The aetiological factors (road traffic accidents (75 per cent), collapsing mud walls (15 per cent) and falls from trees (8 per cent) reflect the realities of life in a developing country. Nigeria's annual motor vehicle import bill runs into several million Naira (I Naira = 0·8 Pound Sterling). The roads are generally bad and the standard of driving is generally poor. On the other hand, a sizeable part of the rural population still live in mud houses and agriculture is largely unmechanised.
All of the six patients with partial neurological deficit had a significant recovery. As the patients were not brought to the hospital by trained personnel, it is possible that some of the complete lesions were initially incomplete and were rendered complete by uninformed handling at the site of accident and/or during transportation to hospital. The bed sore and urinary tract infection rates were very high. Significantly, the high hospital mortality was related to the decubitus sores (Table III) . It is probable that the incidence of bed sores could have been less if adequate measures were taken. This is indicated by the results in the last 12 months of the review period in which only 2 of the 15 patients developed bed sores. With regard to urinary tract infections, little could be done to prevent them because intermittent catheterization could not be instituted because of lack of facilities. Even indwelling catheters were in very short supply. 
Comment on the Tetraplegic Patients
During the period under review, nine tetraplegic patients were also seen. Seven resulted from road traffic accidents, one from a fall from a tree, and one from a fall when playing with a friend. Three patients were not admitted for lack of beds or facilities. Of the six admitted, one survived and was discharged home, two died within two weeks from respiratory failure, one died in the 5th week after a posterior cervical fusion procedure, one died from toxaemia from bed sores and one was taken home by relatives. The last two patients were treated in the last 12 months of the review period. In summary, the outlook for those with traumatic tetraplegia was nearly hopeless. Details of the other complications of treatment such as chest infection, muscle wasting, joint contractures and mental depression were not recorded but it is probable that they occurred in some if not most of the patients. With the high rate of complications, poor rehabilitation and virtually non existent social services, a bad prognosis in these patients was and remains inevitable.
Conclusions
The pOSltlOn of paraplegics in the developing countries today is com parable to that which existed in Europe in pre-Guttmann times. There is no doubt that the prognosis can be improved if proper facilities are provided and if the teachings of Guttmann and his associates are popularised and practised. For example, in spite of insufficient national resources, some paraplegics in India now stand a chance of rehabilitation and gainful post injury existence (Masalawala, 1975) . Nigeria, though industrially less developed than India, is a potentially rich country both in monetary and manpower terms. She can set the pace for the rest of black Africa by establishing Centres for Injuries of the Spine (CIS) which will take care of her many paraplegics who have over the years cried in vain for help. She can tackle the problem further by establishing homes or hostels to care for those paraplegics who after discharge from hospital do not have suitable homes to go back to. Through the Ministry of Social Develop ment, efforts can be made to improve the home conditions of those paraplegics who prefer to live at home with their relatives. This much needed experiment can be started at Zaria which has a sizeable population of these patients as well as the basic infra-structure required for the establish ment of a Spinal Centre, the benefits of which will spill over to other patients with other spinal diseases. 
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